economic problem associated with overcrowding, poor hygiene , lack of fresh water and limited access to health care. The lack of a well organized health care infrastructure for case finding and treatment of tuberculosis complicates disease control in these countries. In the developing countries, many cases are unrecognized , incorrectly diagnosed or unreported, and the available statistical data significantly underestimate the problem of tuberculosis in the world . In these countries only cases that are sputum smear positive are diagnosed, as facilities for culture are almost nonexistent. Tuberculosis in children is rarely diagnosed unless a complication occurs. Extrapulmonary tuberculosis is not often recognized.
The rates of tuberculosis in Canada have continued to fall steadily since the early 1970s. However, in 1989, for the first time in 25 years, the actual number of cases as well as the rates of tuberculosis rose (Table 1 ) (personal communication) . The rise in cases occurred in two provinces and in the Northwest Territories. In Ontario, the rise was attributed to an increase in the number of cases in the foreign-born, especially those who have been in Canada for 10 years or less; in Saskatchewan the rise was attributed to an increased number of cases in the aboriginal populalion; and an increase in the number of cases in the Northwest Territories was due to an outbreak in an isolated community which has now been brought under control. Preliminary figures for 1990 show that the rise in total cases in Canada will continue.
Although not yet a major problem in Canada, concomitant tuberculosis and human immunodeficiency virus infection remains a potential source of new cases of tuberculosis.
The problem that tuberculosis presents for physicians in Canada is illustrated in two reports appearing in this issue of The CanadianJoumal of Infectious Diseases.
Drs Mah and Fanning report an epidemic in a closed aboriginal community in Alberta. In the second article, Drs Navas and Wang review one of tl1e serious complications of tuberculosis, meningitis. The report from Alberta illustrates the need for constant vigilance in the aboriginal population, since rates per 100,000 population in Canada in the aboriginal peoples remain 10 times higher than rates in nonaboriginal Canadians. Since the aboriginal population is heavily infected with the tubercle bacillus, the chance of an adult developing active infectious tuberculosis remains high throughout his or her lifetime. Because of the poor socioeconomic conditions that exist in many aboriginal communities, spread within such communities becomes a real and dangerous possibility. As the authors stress, BCG vaccination may be helpful in reducing the number of individuals who will be infected, and will eliminate almost entirely the development of meningitis and disseminated disease. However, case finding, case holding, compliance with the treatment regimen, and preventive therapy for those infected but not yet diseased, must remain the mainstays of any tuberculosis control program. The diagnosis of tuberculosis is easy, and the treatment well , 1979 , -89 Year 1978 , 1979 , 1980 , 1981 , 1982 , 1983 , 1984 , 1985 , 1986 , 1987 , 1988 , 1989 Canada Nfld known, but patient adherence to treatment regimens is well below acceptable levels. Thus the introduction of directly observed treatment regimens which will quickly identify noncompliers is an essential new element in the elimination of the disease in Canada.
The report by Navas and Wang illustrates that tuberculous meningitis must be part of the differ ential diagnosis of patients with neurological problems. Their paper illustrates very clearly that tuber culous meningitis occurs in the immigrant population -especially in families coming from countries with high tuberculous disease and infection rates. Special efforts need to be instituted s o that adequate follow-up of suspicious cases in s p ecific immigrant groups is carried out.
Of the tuberculosis cases reported in Canada b etween 1979 and 1981: foreign-born individuals m a de up 35% of the total; cases in the aboriginal popula tion made up 15%; and 50% occurred in other Canadians. By 1987-89 , these percentages had shifted so that the foreign-bom made up 48% of th e total, aboriginals 19% and other Canadians 3 3% .
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Cases of inactive tuberculosis identified in the immigration process need to be followed in Canada. The regulations clearly state that all patients with a diagnosis of inactive tuberculosis shall be placed on surveillance as part of immigration requirements. In practice, there is often a long delay between the arrival of such individuals in Canada and notification to the province of final destination. The eventual medical examination is done in that province or territory (2) .
The two articles in the present issue will hopefully focus the attention of practising physicians on the problem of tuberculosis , an exotic disease in the minds of some, but a practical problem to all practising physicians.
